freely opened and drained. Only the upper half of the incision was sutured at the timie of operation, the lower half was left open for purposes of drainage. Ararm boracic fomentations were applied every three or four hours for the first two days until the acute inflamnmation and oedema of the soft parts overlying the m-iastoid had subsided.
The patient made an uneventful recovery from his acute symptoms, although the exhibitor has no knowledge of any details of the after treatment because these were carried out by the patient's usual medical attendant, who has since died. When seen two months ago an excessive but irregular growth of keloid was seen to have developed in the whole line of the scar. It is most prominent in the upper half of the scar, where there is a smooth, ovoid, soft tumour the size of a small walnut, which is slightly painful on firm pressure. The patient's general health is excellent, his hearing normal and the tympanic membrane is intact.
DISCUSSION.
Dr. MILLIGAN said he had never seen so marked a case. There were three methods of treatment available: (1) Subcutaneous injection of fibrolysin, (2) internal administration of thiosinamin, (3) entire excision. He favoured the last. An interesting point was the method of development of keloid masses and scars. He had seen them in cases where the thyroid had been removed, and wondered whether such formations had apything to do with the mobility of the tissues.
Mr. WEST considered there were two main factors in the causation of surgical keloid. One was continued irritation of the wound, and the other, making the wound along the line of traction. It was seen in connection with badly planned scars in the neck after removing tuberculous glands. He did not think traction on the tissues entered into the present case, but a tube appeared to have been kept in longer than necessary, for as soon as the tube was removed the wound healed. He thought the result of excision would be quite satisfactory, and that there would not be recurrence. Dr. DONELAN said he saw a case last year. The patient was operated upon in Paris in March, 1907, and a drainage-tube was left in, exposing the wound to infection for a considerable time, and on coming to England she developed a small keloid in the cicatrix. He excised that on August 30, and she has remained free from recurrence for now over six months.
Mr. FAGGE said that Mr. West's remarks were founded on his experiences of ear surgery only, but we must remember that in other parts of the body, as for instance in operations for appendicular abscess, prolonged drainage with a rubber tube did not lead to keloid. In his (Mr. Fagge's) opinion it was doubtful whether continual irritation was a factor; mastoid wounds, even if the ear was apparently clean, often failed to unite primarily, and yet keloid was a very rare result. He would rather confess that he did not understand the causation of keloid than account for it in a way which must be unsatisfactory, because it was not according to experience. In one case of keloid after a radical mastoid he excised it freely and carefully sutured the wound to obtain very accurate apposition, but it returned. There might be something in the 22 Tilley: Case of Keloid position of the scar which made the difference. He had often noticed that in the ordinary oblique incision for the radical cure of inguinal hernia the lower part of the scar which involved the skin, over which the pubic hair grew, became hypertrophied, whereas the upper part of the scar was smooth. That was opposed to Mr. West's suggestion, because the upper part of the scar would be mobile and subjected to stretching, the lower part being fixed and much thicker.
Mr. WAGGETT agreed with Mr. Fagge's remarks. He did not think irritation by a tube had anything to do with it, nor had the mobility of the part, because after removal of tuberculous glands in the neck the wound might heal by first intention and yet keloid develop, and on removal of that keloid there was no return of it, though the mobility of the part was the same as that which existed after the first operation.
Dr. JOBSON HORNE considered an important point in the etiology was the situation of the wound. The largest and most troublesome keloid he had seen was when he was a student. It arose after an amputation of the breast, and persisted in spite of repeated operations. It was over bone, as in the present case, and the skin was stretched. Mr. Tilley, for reasons given in the precis of the case, had not referred to the post-operative treatment as a factor.
Mr. MACLEOD YEARSLEY said he had seen one case of keloid which was greatly benefited by X-rays, and suggested that they should be tried in this case.
Mr. C. A. BALLANCE said Dr. Nicholas Senn, whose lamented death was recently announced, had written on keloid some twenty-five years ago, in which he showed that on microscopical section, and, he thought, on cultivation also, there were included organisms which were retained during the process of healing. In certain cases no doubt the keloid scars were caused by the irritation of included micro-organisms along the line of the healing process. Many years ago he saw a case of spontaneous keloid with Sir James Paget. Sir James said that, in his experience, keloid tumours could be divided into two groups. Spontaneous keloid was a tumour which was locally malignant, because it returned always after removal, and therefore it should be left alone. The other group (keloid associated with wounds) sometimes spontaneously disappeared, and occasionally could be successfully removed by operation. He (Mr. Ballance) did not know whether the present case could be cured by operation. If the case had been his he would attempt to carry out wide excision in the hope of preventing a return.
Mr. SCOTT suggested that the growth be removed. Mr. Tilley should attempt to isolate the specific micro-organism, and, if possible, obtain an antivaccine from it.
Mr. HERBERT TILLEY, in reply, said that he could not give any details about the after treatment as this was superintended by the patient's medical attendant, who had since died. At the time of the operation the tissues over the mastoid were inflamed and cedematous, and pus was found beneath the soft tissfiqs when these were incised. The outer antral wall was removed, free drainage secured, the upper half of the wound sutured, and warm boracic fomentations applied for forty-eight hours, till the congestion of the soft tissues had diminished. He did not think the tube was the cause of keloid, because this condition often appeared where no drainage-tube had been used, and he had recently seen a large keloid scar in the incision made for appendectomy where the wound healed by immediate union. Probably the patient's friends would prefer a trial of X-rays as suggested by Mr. Yearsley. He (the speaker) thought that if excision were attempted it might be wise to leave the wound to granulate and then apply a skin graft, a suggestion which bad been made to him by Mr. Godlee, of University College Hospital.
Unusual Case of Cerebellar Abscess. By D. R. PATERSON, M.D.
Boy, aged 11, ill three weeks with high teinperature; pain behind left ear and occasional vomiting; no discharge, hearing only slightly impaired on left side; tenderness along posterior border of left mastoid; optic neuritis in early stage; at operation antral mucous membrane swollen and granular; periosteunm thick and fleshy, and bone soft and gelatinous-looking; tympanic cavity not touched. At completion of operation discharge noted in meatus for first and only time. Five days later, nmiddle fossa, sinus groove, and posterior fossa by way of posterior antral wall were explored with a negative result. One week later, as general condition worse, soft bone was -followed back; w in. behind found small fistulous opening with track through dura, and quantity of thick odourless pus evacuated; probe passed downwards and slightly forwards; optic neuritis had becoimie intense, with retinal htemorrhages. Recovery uneventful without impairment of hearing. Temperature ranged from 990 F. to 103'4°F. Pulse, 80 to 104.
Mr. A. CHEATLE asked whether the pus was in the cerebellum or whether it was an extradural abscesg.
Mr. A. L. WHITEHEAD said one or two similar cases had been reported, and in one under his own care there was apparently nothing wrong with the middle ear and no diseased bone was found. It was a cerebellar abscess and the patient ceased to breathe during the operation and shortly afterwards died. He wondered whether it was possible for cerebral or cerebellar abscess symptoms to arise which would necessitate operation in a case where all the temporal bone
